Enhancing digital images using Enhancing digital images using unsharp-mask unsharp-mask Sir, I read with interest the article 'Enhancing digital images using unsharp-mask' by Taneja. [1] The author has discussed a really interesting aspect of dermatological photography. The use of a sharpening tool is definitely helpful in enhancing communication via images, especially in the context of seeing images on the monitor screens, like in teledermatology, but whether and to what extent the same can be used for manipulation of images for publication purposes raises some ethical concerns. We agree with the author that the 'unsharp-mask' tool available in Adobe Photoshop ® (the latest being Adobe Photoshop CS4) is probably the gold standard as far as image sharpening is concerned. The same feature is available with other imaging software like Picture Window. There is also a specific software for image sharpening called 'Sharpener Pro 3.0'. However, this software is not free, and also learning to use the 'unsharp-mask' tool might be a bit difficult for people not familiar with Photoshop. For people new to the concept of image sharpening, a simpler tool is available in Picassa 3.0 (which can be downloaded free), where you can simply go to the 'effects' tool bar and sharpen the image. The extent of sharpening can be controlled by the horizontal scroll bar.
Care should be taken not to over-sharpen the images as over-sharpening can lead to: 1. Edges becoming unnaturally pronounced -dark objects may get outlined with light halos and light objects with dark halos. 2. Normally invisible noise in the image is amplified and starts to show up as a texture in areas that look smooth in the original images. This can create an undesirable graininess in parts of the photograph. 3. Extreme sharpening causes the image to break up as each individual pixel stands out much more from its neighbors. [2] Feroze Kaliyadan Feroze Kaliyadan
Leprosy control activities Leprosy control activities integration into the general health integration into the general health system, in the endemic area of system, in the endemic area of South Gujarat region South Gujarat region
Sir, The National Leprosy Control Program (NLCP) was started in 1954-'55. It had separate staff and an exclusive set up, having no connection with the general health system (GHS), and was renamed as the National Leprosy Eradication Program (NLEP), in 1983, with the introduction of multidrug therapy (MDT). [1] The program received a further drive during the World Bank-assisted first NLEP project in 1993-2000 and a second one during [2001] [2002] [2003] [2004] , with the objective of decentralizing NLEP responsibilities and integrating anti-leprosy activities into the GHS, in a phased manner. [2] The phased implementation of MDT in the Valsad district led to a drop in the prevalence rate (PR) from 32.01 / 10,000 population in 1985, before the integration of NLEP in GHS, to 2.91 in March, 2008, after integration. Similarly, the New Case Detection Rate (NCDR) was reduced to 698 in March, 2008, from 3425, in 1985. In the present study, the objective was to conduct an operation research in the endemic Valsad district, to assess the progress of integration of leprosy control activities in the GHS, using defined indicators like, validation of diagnosis by checking patients in the field, status of the Simplified Information System (SIS), Information, Education and Communication (IEC) activities, Disability Prevention and Medical Rehabilitation of which 11 were found to be MB and 12 PB leprosy. No patient was found wrongly diagnosed as tinea instead of leprosy. If any patient, diagnosed or under treatment, was to be found missing, a confirmatory visit was made by the GHS fortnightly during a houseto house visit. However, no such visit for confirmation was made by authors, because of time constraints. Validation of records was then done at the PHC level, including diagnosis, classification, and treatment completion on three patients, each from the visited seven PHCs (total 21). Patient cards were available from all the 21 patients visited at the PHC level and their treatment records were found at the PHCs. It was found as per treatment registers, but the records were inadequately filled. MDT drug records and availability of MDT drugs was assessed and found adequate. Some authors have reported poor drug records in their studies. [2, 4] Slogans and posters were found written in the rural areas visited and other activities were carried out as per planning and budget allocation.
Before integration, a number of registers and patient cards were maintained at different levels of vertical structure, for monitoring, analysis, and interpretation of data. However, after integration with GHS, efforts have been made to simplify the present leprosy information system to the extent that it suits the new functionaries and managers of the GHS. Maintenance of records at PHCs and subcenters was assessed under SIS including patient card (LF 01), treatment record (LF 02), MDT drug stock register (LF 03), and monthly reporting form (LF 04), utilized by PHCs. Out of 33 health staff interviewed, 31 (94%) had taken training of DPMR. Line listing of the disability workload was done at all the PHCs visited. Ulcer care kit and MCR shoes were provided and available at all the PHCs. Compared to the PR of Gujarat state (0.82) and of India (0.74), [5] Valsad district (2.91) has to still improve program implementation in the form of integration at PHCs and subcenters. [2] in their study. In spite of FHW and MPHW training, they were still not very oriented to the task of MDT delivery and maintaining patient care, although they were helping in the identification of suspects and follow up of cases under treatment. Other studies have also emphasized the need for training of GHS staff, for leprosy care. [3, 4] Validation was done at different levels, first at the subcenter level, by searching for patients in the field, asking for the patient treatment card, and verifying the clinical diagnosis and treatment. To diagnose a patient of leprosy in the field, the WHO classification for multi bacillary (MB) and pauci-bacillary (PB) leprosy was used as per the guidelines under NLEP. A total of 23 patients were visited for accuracy of diagnosis,
Outcome of Stevens Johnson
Sir, Stevens-Johnson syndrome (SJS) and toxic epidermal necrolysis (TEN) are drug-induced or idiopathic reaction patterns characterized by skin tenderness, along with erythema of the skin, followed by extensive cutaneous and mucosal sloughing. They are life-threatening due to multisystem involvement and mortality ranges from 25 -70%. [1] SJS includes cases with less than 10% epidermal detachment, mucosal lesions, and widespread purpuric lesions; SJS / TEN overlap when the epidermal detachment is between 10 and 30%; mucosal lesions, widespread purpuric lesions, and TEN when the epidermal detachment is more than 30%, and mucosal lesions and widespread purpuric lesions are present. [2] Early intervention with corticosteroids controls inflammation, [2] as corticosteroids are potent agents that target several intracellular processes, to modify almost all components of inflammatory and immune responses, hence, some favor early use of corticosteroids. Some studies suggest that systemic steroids adversely affect the outcome by increasing the risk of septicemia and gastrointestinal bleeding. [3] [4] [5] [6] A retrospective analysis of the records of patient's admitted in the dermatology ward with SJS,SJS-TEN overlap, and TEN, between 1997 and 2005, was performed. A detailed study of case records regarding clinical presentation, investigations, treatments, treatment outcome, and provoking factor was done.
The total number of patients admitted with SJS was 10 (41.6%), with SJS-TEN overlap was eight (33.3), and with TEN was six (23%). Mean age of the patients was 26.4 years. The mean percentage of body surface area involved was 35.5%. The patients reported to the hospital within 1.9 days of appearance of the lesions. Prodromal signs were seen in all the patients.
The drugs implicated in the decreasing order of frequency were phenytoin 8 (33.3%) carbamazapine 5 (20.6%), sulfonamides 5 (20.6%), amoxicillin 3 (12.5%), ibuprofen 2 (8.33%), and ciprofloxacin 1 (4.16%). Viral infection was seen in one case [ Table 1 ].
The offending drug was stopped immediately. The patients were bathed daily and paraffin gauze was applied over the raw body surface area. Antibiotics, ceftriaxone, and gentamycin were given prophylactically. Twenty-two patients were started on oral or intravenous (IV) corticosteroids with doses ranging from 1 to 3 mg / kg / body weight. Oral pednisolone was given in patients who could take it orally. Dexamethasone was given IV. Corticosteroids were tapered according to the response seen. The patients, received corticosteroids for 14 -30 days (mean 15 days). Two patients did not receive corticosteroids as one had sepsis and in the other the 
